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ABSTRAK 
Henik Melani. R0314028. Asuhan Kebidanan Berkelanjutan Pada Ny.H 
Umur 23 Tahun Di Puskesmas Sangkrah Surakarta. Program Studi DIII 
Kebidanan Fakultas Kedokteran Universitas Sebelas Maret 
 
Latar Belakang: Puskesmas Sangkrah tidak terdapat kasus kematian ibu, terdapat 
kasus Kematian Neonatal (KN) dari 196 kelahiran. Asuhan kebidanan 
berkesinambungan dibutuhkan Ny. H G1P0A0 23tahun hamil 34
+4
 minggu dengan 
anemia ringan, bersalin normal, nifas normal, BBL normal, KB Kalender dan kondom. 
Perlu asuhan kebidanan berkelanjutan guna meningkatkan kesejahteraan ibu dan anak. 
Pelaksanaan: Asuhan kebidanan berkelanjutan pada Ny. H kunjungan hamil 2 
kali, persalinan 1 kali, nifas 4 kali, BBL 4 kali dan KB 2 kali. 
Evaluasi:Kehamilan Ny. H, anemia ringan diatasi dengan baik, tidak terjadi 
anemia. Persalinan dan nifas normal tanpa penyulit. bayi Ny.H normal dan tidak 
dilakukan imunisasi Hepatitis B 0. Ny. H menggunakan KB Kalender dan kondom. 
Simpulan dan saran:Asuhan yang diberikan pada Ny.H efektif. Terdapat 
kesenjangan yaitu bayi Ny.H tidak diimunisasi HB 0. Saran agar pihak puskesmas 
melakukan pendkes tentang imunisasi pada anak. 
 
 
Kata Kunci : Asuhan kebidanan, berkelanjutan, puskesmas sangkrah 
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ABSTRACT 
Henik Melani.R0314028. Continuous Midwifery Care on Mrs. HAged 23 
Years Old at Community Health Center of Sangkrah,Surakarta. Final 
Project: The Study Program of Diploma III in Midwifery Science, the Faculty of 
Medicine, Sebelas Maret University 2017 
 
 
Background:At Community Health Center of Sangkrah, no maternal mortality 
cases were found, but there were neonatal mortality cases per 196 live births. 
Continuous midwifery care was required Mrs. H G1P0A023 years old with the 
gestational age of 34
+4
weeks, mild anemia gestation, normal maternal delivery, normal 
postpartum, normal neonate, and calendar system and condom contraception family 
planning.The care was required to enhance the maternal and child welfare. 
Implementation: The continuous midwifery care was done through gestational 
visit for two times, the maternal delivery visit for one time, the postpartum visit for 
four times, the neonatal visit for four times, and the family planning visit for two 
times. 
Evaluation:During her gestation, the mild anemiawashandled well so that it 
disappeared. The delivery and postpartum went on normally without complications. 
The condition of the neonatal period went on normally, but the neonate was not 
given immunization of B 0. She chose the calendar system and condom 
contraception family planning. 
Conclusion and Recommendation:The care was extended to Mrs. H effectively. 
However, a gap was found that her infant was not given immunization of HB 0. 
Thus, Community Health Centers are expected to conduct health education on 
immunization for children. 
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